This study reports the presentation of 961 children who underwent amblyopia treatment at seven orthoptic centres in the United Kingdom. We confirmed previous authors' findings of a small but significant increased inci dence of left-sided compared with right-sided amblyopia overall. For pure anisometropic amblyopia this differ ence was very marked and a possible pathophysiological mechanism is proposed. The mean age of presentation for anismetropic, strabismic and mixed amblyopia was 5.6, 3.3 and 4.4 years, respectively. Neither sex nor race affected the age of presentation. Despite their older age, children with pure anisometropic amblyopia had the best initial visual acuity, with 25 % of anisometropes having an initial visual acuity of less than 6/18 compared with 39% of strabismics and 50% of mixed amblyopes. Categorical data were analysed using the chi-squared (X 2 ) test. Proportions were analysed using the Normal approxi mation to the Binomial distribution. Continuous data were analysed with regression analysis using SAS7•
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RESULTS
Overall, 535 children had strabismic amblyopia (55%), 164 had pure anisometropic amblyopia (17%) and 262 had mixed anisometropic and strabismic amblyopia (27%) (Table I ). There was a wide range in the proportion of patients with each type of amblyopia at the different centres (X 2 = 21.1,p = 0.05), with only 7% of the patients presenting with anisometropic amblyopia at centre B compared with 24% at centre C (Table I) . Left anisometropic amblyopia was more common (lOS cases) than right anisometropic amblyopia (59 cases). For pure anisometropia this was so at each centre studied and was highly significant (p = 0.0003). For mixed aniso metropic and strabismic amblyopia there was a less marked but still significant preponderance of left amblyo pia (115 right, 147 left; p = 0.(48), while for pure strabis mic amblyopia there was no significant difference (252 right, 283 left; p = 0. 18).
The mean age of first attending the orthoptic depart ment for strabismic amblyopia was 3.3 years. Mixed stra bismic and anisometropic amblyopia presented over 1 year later at 4.4 years. Pure anisometropes presented latest G. WOODRUFF ET AI. at 5.6 years ( Table 11 ). There was no significant difference in the age of presentation for children with strabismus (pure strabismic or mixed amblyopia) at the different centres (linear regression, p = 0.14 and p = 0.13 respect ively). For pure anisometropic amblyopia the age of pres entation was very significantly associated with the centre attended (p = 0.0001), with patients presenting to centres E and G 2 years or more later than to centres A and C. The mean age of presentation of patients with an Asian fore name or surname was 4.7 years compared with 4.0 years in the non-Asians, but this was not significantly different after adjusting for centre and type of amblyopia (linear regression, p = 0.87). There was no significant difference in the age of presentation of girls (4.0 years) compared with boys (4.0 years), even after adjusting for centre and type of amblyopia (linear regression, p = 0.91).
In 80% of patients a measure of visual acuity was made before commencing treatment. The method used to deter mine visual acuity before commencing treatment varied according to age (Fig. 1) . Except in two centres where Catford drum or mounted ball testing was used, the visual acuity of children in the 0-2 age group was not measured. The level of visual acuity prior to starting treatment recorded by Snellen or matching system is given in Fig. 2 . Overall, of children tested using one of these methods, 38% had a visual acuity (VA) less than 6/18 and 62% had 6/18 or better. The mean visual acuity exp[(1: log VA)/n] was 6/20.3 (n = 341) for strabismic, 6/16.6 (n = 162) for pure anisometropic and 6/25.8 (n = 208) for mixed amblyopia. The range of visual acuities and the numbers of patients in each group were not large enough for differ ences between centres to be discernible. been widely recognised. However, review of the literature shows that Massie,8 Cole,9 Burian10 and Lippmann 1 1 each found a slight overall preponderance of left amblyopia but did not analyse the contribution of different types of amblyopia to this observation. A consistent error in diag nosis due to a preference to test the acuity of the right eye first or due to a preference for refracting children from the right side rather than the left, could conceivably explain these results. However, we believe, in view of the previous literature, that our finding of an increased incidence of ani sometropic amblyopia affecting the left eye is likely to be of pathophysiological significance. Right-handedness and right eye dominance are both more common than left dominance. 1 2 Fabian 13 termed the progressive reduction in the range of refractive errors in children emmetropisation. It is not clear how this process is controlled but it appears to be a vision-dependent phenomenon.14•15 We postulate that when random variations in refraction occur in infancy, the vision of the more dominant eye may be more effective at driving emmetropisation, thus making significant refractive errors and anisometropic amblyopia less com mon in dominant eyes. Shaw et al. 16 noted an association between age of pres entation and female sex and Asian origin. We found no evidence of this in our study. Pre-school vision screening has been introduced in an effort to promote an earlier approach to children with amblyopia. Children seen in the three centres (A, C, G) which received referrals from pre school vision screening programmes were not signifi cantly younger than children seen at other centres. How ever, we did not have sufficient data about the route of referral of individual patients or sufficient details of local screening programmes for any firm conclusions to be drawn about the effect of pre-school vision screening. Sixty-two per cent of our patients had a visual acuity equal to or better than 6/18. While the Sheridan Gardiner method of testing may underestimate the degree of amblyopia in some patients it is clear that only a minority of children starting treatment in our centres had severe amblyopia. Lithander and Sj6rstrand17 reported an overall age of children starting amblyopia treatment of 52 months -similar to our patients. However, only 27% of their patients had an acuity of 6/18 or better before starting treatment. Fulton and Mayer18 reported a median age at first clinic visit of approximately 50 months in their patients with strabismic amblyopia compared with a mean age of 38 months in our series. The mean initial visual acuity ratio of their patients was approximately 0.34, sug gesting a higher proportion of patients with an acuity of less than 6/18 than at any of our centres. Because of the relative consistency of our findings for strabismic amblyo pia at the different centres, it is possible that the presen tation of strabismic amblyopia follows a similar pattern in other centres in the UK. In contrast, because of the differ ences in age of presentation of the anisometropic patients at our different centres, our findings for anisometropic 
DISCUSSION

A preponderance of left anisometropic amblyopia has not
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